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Children managing chronic health conditions face many obstacles which
can impede their learning during periods of hospitalisation. In one particu-
larhospital, a teamof educators deemed it necessary to take apersonalised
learning approach in order to maintain students’ educational progress,
namely making use of individual learning plans (ILPs). This team adopted
an evidence-informed practice (EIP) approach to the issue in order to per-
suade administrators of the need for change. The successful implementa-
tion of the EIP approach led to the inclusion of the ILP form in patients’
medical records, which is thought to be a first for Australia. Although EIP is
regarded highly by practitioners and policy makers, there can be difficul-
ties when implementing this approach. This study aims to identify the ena-
bling features that permit EIP to be successfully implemented and to
examine theways inwhich EIP can lead to improved practice.
Key words: special educational needs, individual learning plans, evi-
dence-informed practice, evidence-based practice, paediatric hospital
Introduction
Children and young people living with chronic health conditions are at higher
risk of disengaging prematurely from education than their peers (Crump et al.,
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2013; Martinez & Ercikan, 2009). The increasing incidence of some chronic dis-
eases among the general population, as well as continued improvements in medi-
cal care, has meant that an increasing number of school students are managing a
health condition during their critical school years (Shaw & McCabe, 2008).
Hospitalised students are often faced with many obstacles, such as pain, fatigue,
nausea and immobility, while time pressures for appointments such as physiother-
apy, occupational therapy, doctor’s visits and medical imaging take up much of
their potential learning time. Students absent from school due to a health condi-
tion may struggle with motivation to undertake school work. Limited communi-
cation between the hospital and school may also make it difficult to keep up with
the work being undertaken back in the regular school classroom. In addition,
many students are admitted to hospital with little or no prior warning, and may
also be discharged without much notice, all of which makes sustaining a long-
term commitment to school curriculum objectives problematic.
This article reports on an initiative developed in a hospital setting to enhance the
educational achievements of students who are learning in hospital. An evidence-
informed practice (EIP) approach was used to improve educational practice and
policy.
Using EIP to develop educational policy
The use of the concept of evidence-based or evidence-informed practice (EBP/
EIP) in the fields of public health, industry, family and social policy is becoming
more widespread (Bourke & Loveridge, 2013). The focus on EBP has increased
in recent years (Lyles, 2011) and it is expected to continue to grow in importance
(Jennings & Hall, 2011). While having its origins in medicine (Guyatt, 1991),
EBP emerged as a model in education in the mid-1990s (Hargreaves, 1996).
Practitioners are now being called upon to include concepts of EBP to improve
practices and strengthen policies that are driven by the best available evidence, as
the implementation of ineffective programmes can have serious financial, human
and opportunity costs (Jacobs et al., 2012).
Funding bodies are increasingly requiring programmes to be evidence-based in
order to qualify for funding (Jacobs et al., 2012; Shlonsky & Ballan, 2011). It
has been claimed that an EBP approach enhances effectiveness, efficiency and
accountability, yields better programme outcomes and supports co-operation
(Gambrill, 2007; Shlonsky & Stern, 2007). EBP, however, has had a relatively
slow uptake in many sectors and has been met with some resistance in fields out-
side that of medicine. Although there is considerable interest in EBP, there is
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limited agreement about the definition of EBP (Avby et al., 2014; Nevo &
Slonim-Nevo, 2011). Critics, though, have arguably made a valuable contribu-
tion, by identifying the challenges facing the applicability and use of the model
in the fields of social care, including child and family welfare (Shlonsky & Bal-
lan, 2011) and education (Thomas & Pring, 2004). In the first instance, the very
name ‘evidence-based practice’ has been criticised as having connotations that
‘evidence’ in its own right should be deterministic of practice, void of considera-
tions of context, client values and practitioner expertise (Epstein, 2009; Hall,
2008; Nevo & Slonim-Nevo, 2011). Chalmers (2005), however, has been a
prominent advocate for the proper use of evidence and suggests ‘evidence-
informed practice’ (EIP) is a better title as it suggests that decisions should, in
practice, be guided or ‘informed’ by evidence rather than based solely upon it.
Some literature refers to EBP, while others refer to EIP. Despite the subtle differ-
ences, both terms may be used interchangeably; in this article we prefer the term
evidence-informed practice.
The contemporary model of EIP, as described by Satterfield et al. (2009),
attempts to address historical shortcomings by clarifying the interplay of practi-
tioner expertise and competencies, client values and preferences and best avail-
able research evidence, emphasising shared decision making within an
environmental and organisational context (see Figure 1). Thus, EIP is
Figure 1: A revised EIP model
Note: Satterfield et al. (2009). Reproduced with permission.
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now defined as the conscientious, explicit and judicious use of best currently
available evidence, integrated with clients’ values and professional expertise, in
making decisions about the care of individuals (adapted from Sackett et al.,
2000).
Importantly, EIP is both an underlying model and a process, with a set of specific
steps that ensures each element of the model is implemented. Shlonsky and Bal-
lan (2011) go on to suggest that, whether the process is called either EBP or EIP,
if the set of steps is not followed, the process being employed cannot be consid-
ered either EBP or EIP. The steps include:
1. becoming motivated to apply EIP;
2. converting information needed into an answerable question;
3. tracking down the best evidence (quantitative and qualitative) to answer the
question;
4. critically appraising the evidence for its validity, impact and applicability;
5. integrating critical appraisal with practitioners’ experience, clients’ strengths,
values and circumstances;
6. evaluating the effectiveness and efficiency in exercising the previous steps;
7. teaching others to follow the same process.
(adapted from Shlonsky and Ballan, 2011)
Although EIP offers a lot of potential, many practitioners and policy makers seem to
experience difficulties while implementing the EIP approach (Dobbins et al., 2009;
Horwitz et al., 2010; Kothari et al., 2005; Jewell & Bero, 2008). A significant diffi-
culty is that the application of research evidence to practice within a localised situa-
tion rarely allows for the wholesale adoption of research-informed strategies
established elsewhere (Brekke et al., 2007; Gray et al., 2013; Manuel et al., 2009).
Research evidence, and interventions informed by such evidence, may be found in
literature and used as examples for delivery of interventions within a localised set-
ting. However, the task of ascertaining the main differences between the local setting
and settings examined in research can often be problematic, as is the task of deter-
mining how these differences shape the way in which the research-informed strat-
egies are implemented within the local setting. As such, there is a need for studies to
identify the enabling features that permit EIP to be successfully implemented across
different settings (Peirson et al., 2012).
Undertaking EIP in a paediatric setting: a real world example
In order to address the complexities of maintaining educational engagement and
progress in the hospital setting, teachers at the Royal Children’s Hospital (RCH)
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in Melbourne, Australia, decided to incorporate a stronger focus on personalised
learning within an existing project-based learning environment (Hopkins et al.,
2013). A key decision in the process of adopting a more personalised learning
model was to take an EIP approach to the development and implementation of
individual learning plans (ILPs) for every priority patient. In this institute, ILPs
were the favoured method for developing an education programme to meet each
patient’s ‘learning needs’ (identified by the student, regular school teacher and/or
parent as areas needing more work or concepts being covered at school during
the student’s hospitalisation – often relating to core areas of literacy and numer-
acy) and ‘learning wants’ (areas of student interest, or passion, often an area of
student strength) (Hopkins & Barnett, 2015). The merits of the ILP approach are
that it allows educators to meet a student’s learning needs irrespective of prior
learning experiences, and in the time available to students whose learning is inter-
rupted by health care needs. Students can then take the knowledge and skills
acquired via this flexible and personalised approach with them back to their regu-
lar classroom or learning setting (Hopkins & Barnett, 2015).
In accordance with the EIP approach, the ILP was developed in consultation with
patients, families and health care professionals. It became the educational unit of
the hospital’s intention for the ILP ultimately to be incorporated into the child’s
permanent medical record. If successful, this would represent a significant change
in both hospital policy and practice as the child’s ongoing education and learning
needs had not previously been included in their medical record. The following
sections outline the main activities undertaken in the process of using EIP for the
development and use of ILPs within the hospital education unit.
Step 1: Becoming motivated to apply EIP
Hospital-based education staff recognised that such a significant change in hospi-
tal policy would require the robust use of evidence to persuade hospital adminis-
trators of the need for change. This stimulated the development of an EIP
approach to the issue, which would allow for:
 the collation of existing evidence of best practice in individualised learning
for students in out-of-school settings;
 the collection and evaluation of primary research data related to specific
local needs, including those of patients, families and education and health
care professionals; and
 the development of an appropriate ILP form which would be acceptable to
the hospital forms committee.
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The structured EIP approach was thought to increase the likelihood of the child’s
ILP being accepted by the hospital as part of their permanent medical record,
reducing the risk of its use being marginalised in the hospital context.
Step 2: Converting information needed into answerable questions
Having identified the need for robust evidence of good practice in the develop-
ment of ILPs, the team at the RCH Education Department identified four key
areas in which they wanted to gather evidence about the formulation of an ILP.
They wanted to know an answer to the following research questions:
 What makes an ILP work?
 What stops an ILP from working?
 What are the outcomes of an ILP?
 What does an ILP look like?
Step 3: Tracking down the best evidence to answer the questions
It was decided to conduct a rapid systematic review of the literature as a means
of gathering answers to these questions within a limited time and budget. A
search for peer-reviewed journal articles relating to ILPs was undertaken in
ERIC, the Education Resource Information Centre electronic database. The fol-
lowing search terms were used: “individual* learn* plan*”, “personal* learn*
plan*”, “student* learn* plan*”, “education learn* plan*”, “my learn* plan*”,
“individual* academic plan*”, “personal* academic plan*”, “student* academic
plan*”, “my academic plan*”, “individual* education* plan*”, “personal* educa-
tion* plan*”, “student* education* plan*”, “my education* plan*”, “learn* inten-
tion* plan*”, “student* intention* plan*”, “education intention* plan*”, “learn*
cent* plan*”, “student* cent* plan*”, “learn* focus* plan*” and “student* focus*
plan*”. The symbol * indicated a wildcard character to allow for different end-
ings to words. The search resulted in 67 articles, which was fewer than expected.
The abstracts of these articles were read by a working group made up of both
teachers and researchers, to determine the articles’ relevance. Two inclusion crite-
ria were used: they had to be about the use of an ILP or equivalent terminology;
and they had to be about school-aged students. Consensus about inclusion or
exclusion of the articles was reached during working group meetings. Twenty-six
articles were found relevant and selected for full text reading. These full text
papers were critically appraised for quality and relevance. The articles were
divided up among the six review team members, read and summarised to extract
a full description of the findings as they related to the four research questions. A
summary of the review results can be obtained from the authors.
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Step 4: Critically appraising the evidence for its validity, impact and applicability
In this phase, the researchers undertook the close examination of the full text
articles generated in Step 3. It was found that ILPs had been used in other learn-
ing contexts to satisfy similar needs to those of students in the hospital (Goepel,
2009; Isaksson et al., 2007, Phillips et al., 2000; Solberg et al., 2012). Findings
from the critical appraisal suggested that an ILP developed by the teachers and
researchers could both meet the criteria identified in the review and still prove
workable in a fast-paced and dynamic clinical setting.
Employing the findings unearthed in this phase, the working group decided to
engage relevant stakeholders in the development of their own ILP, as it was
found that ILPs benefit from the involvement of the student, the parent and the
teacher (Goepel, 2009). Informed by the contributions of all stakeholders, the
working group decided to design an initial version of the ILP form based on tem-
plates found in the review process. It was decided that this initial version of the
ILP would then be trialled for six months, after which stakeholders would be
invited to contribute their feedback to inform the redesigning and tailoring of the
final ILP.
In preparing the initial iteration of the ILP, the working group was able to tailor
the new ILP form to the specific needs of the local context. Because any stu-
dent’s stay in hospital is invariably unpredictable and can range from a few days
to many months, the working group decided not to design their ILP form as a
standardised document with fixed arrangements for monitoring students’ pro-
gress. Although it was found that ILPs benefit from functioning as standardised
documents with fixed timeframes and monitoring processes (Goepel, 2009), the
unpredictability of students’ personal circumstances in the context of a hospital
made planning and monitoring progress difficult. Thus, it was decided that
arrangements for monitoring students’ progress would need to be arranged on a
case-by-case basis, and the initial version of the ILP was then designed to accom-
modate this need for flexibility.
After the initial version of the ILP was developed, it was submitted to the hospi-
tal Forms Committee for their approval. The Forms Committee approved the
document subject to the teaching staff trialling the initial ILP form. The ILP was
used by hospitalised students, hospital teachers, parents and health professionals
to form a record of educational work both required and completed which could
be used to inform multiple stakeholders (such as the child’s regular school
teacher, the health care professionals and the education team) of the student’s
educational progress during their period of school absence.
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Step 5: Integrating critical appraisal with practitioners’ experience and clients’
strengths, values and circumstances
During the trial period, the research team evaluated the ILP form. The aim of this
evaluation was to find out how appropriate and acceptable the ILP was believed
to be by the different stakeholders involved in its use, namely the hospital teach-
ers, the students, the parents of the students and medical staff.
Individual face-to-face semi-structured interviews were conducted with hospital
teachers (n5 7), students (patients, n5 5), parents of students (n5 4) and medi-
cal staff (n5 2). Respondents were recruited through snowball sampling (Cres-
well, 2013), beginning with all the teachers who work on the wards within the
hospital. Teachers were then asked to recommend primary and secondary school-
aged students for whom an ILP had been developed over the trial period to par-
ticipate in the interview phase. Teachers were also asked to recommend parents
of school-aged children who had used the ILP form to participate, and medical
staff whom they believed would have knowledge and experience of the ILP
form. After consultation with the hospital’s Ethics Committee it was determined
that the study was a quality improvement exercise rather than a research project
and thus was signed off under internal hospital quality assurance procedures.
Nonetheless, all standard ethics procedures (informed consent, assent from
minors, anonymity, confidentiality and security of data) were observed.
The interview schedule included 23 open-ended questions designed to answer the
following four research questions:
1. How readable was the ILP form?
2. How usable was the ILP form?
3. How useful was the ILP form?
4. How could the ILP form be improved?
The first set of questions related to the language used in the blank form. Usabil-
ity, the theme around which the second set of questions was framed, intended to
establish how user friendly the ILP form was, in particular focusing on the pro-
cess of filling in the form. The third set of questions looked at the usefulness of
the completed ILP form. The last series of questions gave the participant an
opportunity to recommend improvements to the ILP form.
The interviews were recorded and transcribed verbatim. The coding and analysis
process was in accordance with the method of thematic analysis (Braun &
Clarke, 2006). The line-by-line coding of the text led to the development of
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‘descriptive themes’ (which remained close to the primary data) as well as ‘ana-
lytical themes’ (characterised as a stage of interpretation whereby the researchers
went beyond the primary data) (Thomas & Harden, 2008). After the inductive
coding process, recurring themes were identified.
Analysis of the findings generated by the interviews revealed that in general the
ILP form was received positively. The design of the ILP form, the usability of
the form and the usefulness of the form were all well accepted by the key stake-
holders. The majority of the respondents found the form easy to read, understood
the function and purpose of the form and found that the form improved teaching
and learning in the hospital. Specific considerations for improvements that came
out of the interview process focused on relatively minor changes to the form,
such as alterations to the wording, formatting and the need for additional space to
complete responses on the form, as indicated in the statements below.
‘I don’t know, just things like word it different. Like when I first saw it, it
was a bit confusing . . . They make it sound more complicated . . . Like
“what timelines need to be developed?”, say it more simple. It could be
like “when does this need to be done?”’
(student 2)
‘I would suggest that for these children in hospital because often they
have been through a lot of stress and difficulties and so on, that the
language should be very simple.’
(parent 3)
‘I find I need more space in my form, especially when I am writing on the
IPad, you can’t make the boxes any bigger. And so I have to really shorten my
words. And perhaps it doesn’t look as professional when I use abbreviations
for words. But I want to fit everything in. So make the boxes bigger’
(teacher 1)
These findings informed the development of a revised ILP form.
Step 6: Evaluating the effectiveness and efficiency in exercising the previous steps
The revised ILP form was submitted to the Hospital Forms Committee and was
approved for use with hospitalised students. Additionally, the findings of the
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evaluation of the ILP were used to construct a case for the hospital management
to make a change to their forms policy. This inclusion of the ILP in the child’s
medical record is thought to be the first time in Australia that such educational
information has been included in the legal medical record, and constitutes a sig-
nificant shift in hospital policy regarding the whole-child-centred approach to
care. This shift in thinking helps to re-position young people with health condi-
tions from being ‘patients’ to also being ‘learners’ (Hopkins et al., 2013). It also
articulates the possibility of re-positioning hospitals from being seen purely as
health care spaces to being conceptualised as young-person-centred institutions
that are engaging settings within which rich learning can occur (Zazryn et al.,
2012). It is a shift of the hospital from a traditional health space into a multi-
disciplinary space for health, development, well-being and learning (Nisselle
et al., 2011). This shift is reflected in the strategic plan of the Royal Children’s
Hospital in Melbourne, in which an acknowledgement has been made that chil-
dren and young people are more than a health condition (RCH, 2013).
Step 7: Teaching others to follow the same process
This project represented a first attempt at embedding an EIP approach in the
work of the Education Institute. The adoption of the EIP approach gave teachers
the opportunity to participate in the collaborative process of establishing this
practice in the Education Institute. Teachers in this project were keen to partici-
pate in the collaborative process and learn about the EIP approach through expe-
rience. Their main involvement, however, was in the selection of search terms,
full reading of included papers, and feedback during the implementation phase. It
is well known that success begets success and it is hoped that the collaboration
will continue to identify practice and policy questions relevant to working with
children and young people with chronic health conditions at the education–health
interface. The EIP approach can be used to answer many types of questions
(Gibbs, 2003), including those about the extent and nature of a problem (preva-
lence), risk assessment, prevention, and the appropriateness and effectiveness of
an intervention. Developing an understanding of these different types of questions
and the most appropriate related research methodologies is work still to be cov-
ered as part of the teacher and researcher teams’ ongoing collaboration. This pro-
ject did not have the resources to study results once students returned to their
schools or feedback from their regular school teachers, but it is something the
authors hope to follow up with future studies.
Discussion
This article sought to illustrate the use of EIP within the field of education sup-
port, specifically within a paediatric hospital’s education department that supports
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the learning and developmental needs of children with chronic health conditions
and their families. The EIP process involved critical appraisal of the best avail-
able research evidence alongside considerations relating to clients’ needs and val-
ues, practitioners’ knowledge and experience, and the existing structure of the
particular organisational context. Once information about effective ILPs had been
systematically sourced and critically appraised, members of the research team
interviewed students, hospital teachers, parents of students and medical staff to
develop, trial and evaluate the ILP. This process ultimately led to the ILP being
accepted by the hospital as part of the child’s permanent medical record, which is
a recognition of the child as being both a patient and a learner while managing a
chronic health condition and missing learning at their regular school.
In this project, members of the research team partnered with teachers during the
EIP process to provide expertise, guidance and support, as well as access to elec-
tronic databases and full text articles. This partnership approach provided a good
example of a way to address one of the frequently quoted criticisms of the EIP
process, namely the limited access to search engines and insufficient capacity of
staff to locate and utilise relevant information (Barratt, 2003). Practitioners’ lim-
ited access to databases, full text articles, and insufficient skills and time to con-
duct a literature search and review, have been recognised as serious obstacles to
the implementation of the EIP approach outside the academic sector (Shlonsky &
Ballan, 2011). In this instance, the researchers had access to university search
engines and were able to work closely with practitioners (in this case teachers) to
undertake relevant review tasks.
Along with the limited access to electronic databases and skills to use those, there
may be other factors hindering the implementation of EIP. One of them is practi-
tioners’ limited motivation, interest and trust in utilising research evidence in their
practice and decision-making processes (Proctor, 2004). This study avoided these
hindrances by having hospital teachers working together with researchers, who
brought a sense of positivity to the process of using the EIP approach. It is hoped
that the researchers’ illustration of the functionality and usefulness of the EIP
within the hospital setting can contribute to the practitioners’ growing interest
and trust in using the EIP approach.
An important enabling factor in our example of EIP was the organisational con-
text. Gray et al. (2013, p. 165) suggest that EIP:
‘is far more likely in agency contexts where research-based practice is an
intricate part of the organizational culture and where adequate networked
152 British Journal of Special Education  Volume 43  Number 2  2016 © 2016 NASEN
supports, resources, training, and supervision is available for
practitioners’.
Shlonsky and Ballan (2011) too suggest that, ‘agencies must find creative and
realistic ways to provide the time and resources for workers to search the litera-
ture and apply findings’. This positive ‘organisational culture’ is important, as
criticisms about implementing EIP often focus on the barriers that exist at the
individual practitioner level in relation to attitudes, skills and knowledge (Gray
et al., 2013). Austin and Claassen’s (2008) investigations into the influence of
organisational contexts on the use of EIP identified factors such as: leadership;
the involvement of stakeholders at all levels; the nurturing of cohesive teams; the
readiness to become a learning organisation; and organisational resources as the
central components of organisational culture that promotes EIP (Austin & Claas-
sen, 2008). A lack of resources to sustain an EIP approach is also recognised as
a barrier by other researchers (Barratt, 2003; Gray et al., 2013). One such
resource is the provision of access to researchers. It was this access to researchers
that enabled the collaboration and partnership that was so central to the successful
implementation of the EIP approach in this study. Availability and access to
research(ers) and collaboration have also been identified as enabling factors by
Oliver et al. (2014) in their systematic review of barriers to and facilitators of the
use of evidence by policy makers. The education department of this particular
hospital is committed to EIP and allocated resources to the appointment within
the organisation of a Head of Research to work alongside the Head of Teaching
and Learning and the teaching team. Their supportive philosophical and practical
approach to the partnership with practitioners contributed greatly to the successful
development of the ILP as a tool in developing a personalised approach to child-
and family-focused education support. However, it should also be kept in mind
that, even with these enabling factors, implementing an EIP approach within an
organisation may represent significant change.
Limitations
This study is a real world example of the strengths and limitations of the EIP
approach to sustainable change in policy and practice. One limitation of this
study was the use of a rapid literature review process instead of a fully developed
systematic review, which would have included searches in more than one elec-
tronic search engine. Nonetheless, the timely nature and value of the findings
from the rapid literature review were regarded as sufficient for the purposes.
Another possible limitation of the study was the use of a ‘snowball sampling’
method. This method is prone to selection bias (Sedgwick, 2013). However,
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‘snowball sampling’ is used to recruit samples when members of the desired pop-
ulation are hard to reach or access because they might feel disempowered,
socially excluded or vulnerable (Sedgwick, 2013). In this study we could only
interview students and parents of students who were physically and mentally well
enough to participate. This meant that we had to ask hospital teachers who would
be able to be a potential participant in our study, and so the snowball sampling
was the most feasible method to reach students and parents.
Another limitation of this study was that no regular school teachers were inter-
viewed. This was because it simply proved too difficult to recruit teachers not
directly connected to the hospital, who are already burdened with multiple com-
mitments. However, many other stakeholders involved in the ILPs were inter-
viewed (namely, students, students’ parents, hospital teachers and medical staff).
Since the focus of our work was on the use of the ILP in the hospital setting, it
was felt that the views of these stakeholders should prove most useful for our
purposes.
Conclusion
Understandings of EBP and EIP in the fields of child, education, family and
social welfare have evolved over time. Central to the contemporary EIP model is
the integration of considerations about context alongside the best available
research evidence. While the use of EIP in these fields remains an emergent phe-
nomenon (Avby et al., 2014; Shlonsky & Ballan, 2011), systematically searching
for and critically appraising best available research evidence while also taking
into account client needs and values, practitioner knowledge and experience, and
the particular environment and organisational context, is an under-recognised ele-
ment in the process. A qualitative component incorporated into the process, such
as the stakeholder interviews conducted in this project, can be helpful in elucidat-
ing the important insights of the stakeholders. An important enabling factor in
the implementation of an EIP approach was the degree to which the organisation
created a supportive atmosphere for EIP to occur. As Gray et al. (2013) have
indicated, implementing EIP should not only focus on the individual ‘practitioner
level’ in relation to their attitudes, skills and knowledge but should also take into
consideration ‘organisational level’ factors. Future research could investigate
which elements at the ‘organisational level’ play a key role in the successful
application of the EIP approach. In our case, the implementation of the EIP pro-
cess plus the collection of strong qualitative data from within the specific local
context, within an enabling environment that included a partnership between
teachers and researchers, were together influential in achieving the project goals
of hospital-wide policy change to improve educational outcomes for students
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missing school due to their health care needs. It is hoped that this article will be
of interest to other professionals considering the use of the EIP approach to
improve practice and policy decision making.
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